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multifréquence), le corps musculaire est visualisé sur le bord latéral du sacrum
avec une profondeur de 4,8 cm pour la face superficielle du muscle et une
épaisseur moyenne de 1,9 cm (sur la plus grande épaisseur mesurée).
Le repérage scanographique permet de valider le positionnement de l’aiguille
dans la partie proximale proche de la base du triangle défini précédemment, de
même que les coupes anatomiques réalisées sur cadavre.
Conclusion.– Les injections de toxine botulinique pour les sites difficiles ou
profonds bénéficient des progrès de l’imagerie et en particulier de l’échographie
qui couplée à l’électromyographie donne une analyse intéressante et sécurisante
du muscle injecté. Cette association, même si elle nécessite une formation
préalable, reste facile à mettre en place, non irradiante et mérite certainement
d’être diffusée.
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Objectif .– Les injections de toxine botulinique sont un traitement de plus en
plus diffusé et reconnu dans le cadre de la prise en charge du syndrome du
muscle piriforme. Si les effets antalgiques et myorelaxants de la toxine sont bien
connus, les modifications structurelles induites le sont moins. L’objectif de
notre travail était d’évaluer par IRM les modifications morphologiques au
niveau des muscles piriformes traités par injection de toxine botulinique ou pour
certains patients par désinsertion chirurgicale distale.
Patients et méthodes.– Dix-sept patients présentant un syndrome du muscle
piriforme ont été traités soit par injection de toxine botulinique (Botox), soit par
désinsertion chirurgicale. Il s’agit d’une étude rétrospective avec des patients
(âge moyen 43 ans) qui ont tous bénéficié d’une IRM de bassin. Les paramètres
suivants ont été évalués et comparés au muscle controlatéral normal : épaisseur
maximale, volume du muscle piriforme et son infiltration graisseuse selon la
classification de Goutaillier.
Résultats.– Il est retrouvé du côté symptomatique une réduction significative de
l’épaisseur (p < 0,001), du volume (p < 0,001) et une augmentation de
l’infiltration graisseuse (p < 0,004) du muscle piriforme par rapport au côté
controlatéral considéré comme normal. L’analyse univariée chez les patients
traités a révélé une réduction significative de l’épaisseur (p < 0,001), du volume
(p < 0,001) et une augmentation de l’infiltration graisseuse (p < 0,001) des
muscles piriformes traités par injection de toxine botulinique, alors que nous
n’avons pas trouvé de différence significative de ces paramètres après traitement
chirurgical.
Conclusion.– Cette étude est à notre connaissance la première qui montre
qualitativement et quantitativement les effets du traitement par toxine
botulinique dans le muscle piriforme : atrophie et infiltration graisseuse. Cette
étude préliminaire doit être corrélée avec les bénéfices cliniques et positionner
la place d’un contrôle morphologique IRM dans le cadre du suivi.
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Introduction.– Conversion motor disorder is psychogenic, it occurs a period of
time after stressful event [4]. Conversion motor disorder is represented by:
paralysis, coordination and balance disorder, gait disorder, astasia-abasia and
contractures [1].
Case report.– A 19-year-old woman, without past medical history, suddenly
presented a complete paraplegia.
The diagnosis of non-organic paralysis type conversion was made by the
following arguments: stressful event, inappropriate physical signs and normal
complementary tests. The patient was referred to our service and was treated for
nine months as an organic paraplegia. We incorporated a psychological support
into her care program. Results: therapeutic failure.
Discussion.– The cognitive and emotional process of conversion motor disorder
is not yet identified. There is no consensual therapeutic for this disorder.
However, early multidisciplinary approach with contributions from neurologist,
psychiatric, clinical psychologist and rehabilitation medicine specialist may
optimize the patient evolution [2]. Poor functional prognosis for conversion
paralysis, 50% of cases will develop chronic symptoms [3].
Conclusion.– In the future, better understanding of conversion mechanisms will
allow the development of more efficient treatments.
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Introduction.– Entonox is a gas containing an equimolar mixture of oxygen and
nitrous oxide administered by inhalation to the patient and allowing him to have
a state of conscious sedation. Entonox is used for more than 10 years as a
therapeutic options related to pain care in adults by decreasing the threshold of
perception of painful stimuli [1,2].
Objectives.– Annual monitoring activity of Entonox from its introduction in an
establishment of MPR in 2005 in order to assess and improve practices related
to its use.
Methods.– Annual monitoring with presentation and discussion by the CLUD of
the number of acts, the number of affected patients, their satisfaction, the
indications (botulinum toxin, dressing, mobilizations in rehabilitation. . .), the
average time of an act and the number of nurses administering the treatment.
Discussion/Results.– In 7 years, the number of acts has gradually increased (56
to 530 acts) with a good patient satisfaction (2012: 96.84% patients satisfied
with a satisfaction EVA of 7.19).
The two most common indications are dressings and mobilizations including
physiotherapy (3/4 of the activity in 2012). Given the increasing number of
nurses and a decrease of the rigor of the traceability of the monitoring, the
organization of formation has been reviewed and referent nurses for the
formation were designated.
Conclusion.– Monitoring activity must allow assessment and then an
improvement of practices. An evaluation of professional practices will be
conducted in 2014 by the CLUD on the Entonox and the mobilizations.
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Introduction.– The Complex regional pain syndrome (CRPS) presents serious
therapeutic difficulties. Two types of this syndrome are known: type I without
peripheral nerve lesion and type II with peripheral nerve lesion. Three stages are
described: stage one with vasomotor troubles and allodynia, the stage two with
hypoesthesia, then, the stage threewith decreased range of motion. Here is, a CRPS
case with neuropathic pain which was treated with somatosensory rehabilitation.
Observation.– A 64-year-old woman, was suffering from a CRPS type II in first
stage in acromioplastia post-surgical of left shoulder in October 2011. The
CRPS was diagnosed with Bruehl criteria and a scintigraphy.
The somatosensory rehabilitation was started in March 2012. The patient took
analgesic pills which did not much relieved the pain. A map of the allodynia
enabled to evaluate the intensity of neuropathic pain and identify the reached
nerve. This sensitive cartographia was effected with a monofilament 15 g. A
painful zone with a personal EVA > 3/10 was delimitated. Then, in this territory,
the intensity of allodynia was dertermined with other thinner monofilaments.
Here, the reached nerve was the superior branch of lateral skin nerve of the left
arm.
The somatosensory rehabilitation consisted in:
– a distant vibrotactile counter stimulation 8 times a day during 1 minute with
confortable stimuli in C8-D1;
– a distant viber counter stimulation realised with Vibralgic at 300 Hz, 0.9 v
during less than 1 minute;
– none stimuli on the allodynia territory.
An assisted active range of motion exercise of the left shoulder was effected.
The pain was gone, the allodynic territory had decreased to disappear one month
later. The patient did not take treatment any longer. The range of motion of
shoulder was normal.
Discussion.– The treatment of CRPS must start early with interdisciplinary
management. Many treatments have been effected no so successfully and with
sometimes severe side effects. New techniques, like mirror therapy or
somatosensory rehabilitation could be explored.
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The action of the toxin botulinum of type A (TBA) on the abnormal
hyperactivity of the piriformis muscle in the rest is a hypothesis allowing to
think that the decrease of this hyperactivity, witness of the muscle spasm, comes
along with an improvement of the painful of the patients.
Patients and method.– It is the retrospective study which allowed to include
patients with piriformis syndrome [2–4], distributed in two groups (neurological
G1, not neurological G2).
Method:
– the clinical evaluation [3,4] and the EMG detection: activities of muscular not
looseness during the muscular relaxation in the piriforme [3], allowed the
inclusion, the absence of hyperactivity excluded the patients;
– the injection of TBA during EMG was realized with location of the muscular
activities. A control EMG in 3 months was planned.
Results.– Twenty-five inclusive patients mailed: 17 injections of TBA (7 group
1, 10 group 2), 8 excluded patients.
The modification of the muscle spasm noticed in the EMG by the decrease of the
muscular hyperactivity is not correlated in a significant modification of the pain
(3/6 months later).
Discussion.– This preliminary study allows to define the electrophysiologics
criteria necessary to propose an injection of TBA in the piriformis muscle in the
contact of the hyperactive driving plate the clinicals and the electrophysiologics
results, to compare them with the previous works [1,2,5].
One prospective study is necessary by including these electrophysiologic
criteria during the injection.
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Introduction.– Mobilization of a stiff knee in NITROUS within a complex
regional pain syndrome type I of a case.
Objectives.– Nitrous oxide interest in pain management for a joint job gain.
Clinical case.– Mrs H.F., 45 years, CRPS type I in the right knee of
posttraumatic origin.
Clinical examination.– Diagnostic criteria and severity score CRPS Budapest.
At least one symptom in each group is present.
At least one sign in the four groups was found.
Total number of symptoms and signs present: 12/18.
Walk with 2 CA with stiffness in his right knee, independent with ADL in long
sick.
Support.– Day hospital with physical therapy at 3 times/week.
Intolerance TT requires dose adjustment (maximum tolerated 10 mg).
Mobilization painful; flexion 708, extension 08 after 16 weeks.
Making use of nitrous oxide for its analgesic and relaxant [2] and its safe use to
maintain the swallowing reflex [1].
After explanation of the gesture, nitrous oxide administration (maxi/5 min, flow
12 L) before mobilization followed by a gentle passive mobilization (flow 12 L,
maxi/20 min) with bending posture respecting the no pain.
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